MEDICINE

@ JOHNS HOPKINS

Health Care Integration at Hopkins:
Challenges & Progress in J-CHIP

Constantine G. Lyketsos, MD, MHS
kostas@jhmi.edu




East Baltimore Community

Life Expectancy in Years by Community Statistical Area,
Baltimore City, 2002-2006
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- 696-715 Baltimore City Health Department analysis using data from the Maryland

Department of Health and Mental Hygiene's Vital Statistics Administration
and the 55 Community Statistical Areas created by the Baltimore City
Planning Department and the Family League of Baltimore City. Life
Expectancy calculated using 5 year age groups and 75 years as the cut-off.
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e 20 vyear difference in life expectancy

e Major portion of mortality difference
due to treatable conditions

Figure 1. Top ten causes of death in Baltimore City comparing mortality rates between
Jonestown/Oldtown and Roland Park/Poplar Hill neighborhoods for 2002-2006 [3, 4].
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Community Health Partnership

e Health Care Innovation Award
launched in 2012 and built on existing
programs

e Transforms across continuum:
clinics, SNFs, hospitals, home,
community and EDs

e Acute care/SNF largely completed
June 2015, extension through June
2016 for community component

e East Baltimore Community is “Core”




The Community Health Partnership
1..2..3
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1 Program focused on care coordination across continuum.
2 Target Populations:

a. By year 3, nearly all 40,000 adult patients discharged annually
from JHH and JHBMC and thousands of ED visits.

b. Underserved, high risk East Baltimore population = = 1000
PPMCO and 2000 Medicare patients.

3 Primary Intervention Components:
a. Acute/Post-Acute/ED: As above.

b. Ambulatory/Community Care: JHM clinic sites and 1 BMS site
within or near the 7 zip codes surrounding JHH/JHBMC.

c. Skilled Nursing Facilities (SNFs): Includes all JHH/JHBMC
discharges to 5 neighboring SNFs as well as JHBMC Care Center.

J-CHiP January 22, 2013



J-CHiP Aims

Aims

JHM will improve care
coordination for

M/M acute care patients and
3,000 M/M high risk
community residents by the
end of year 3.

JHM wiill recruit, train, and
deploy new workers (along
with many additional in-kind
hires).

JHM wiill reduce direct costs
per inpatient and will reduce
total cost of care for M/M
high risk community
residents.

Primary Drivers

Acute care delivery
redesign

Seamless

transitions of care

Deployment of
community care
teams
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J-CHiP Vital Statistics @ &

Total Program Participants: 80,257

e (including 3,000+ high risk community residents, 40% residing in the 7-zipcodes
surrounding JHH and JHBMC)

Total Training Hours: 2,568 staff (not unique) and 19,200+ hours
Total New Workers Hired and Trained: 106
Program Participants from 7-zip code area: 25,116 (31%)
Number (%) Medicare/Duals/Medicaid:
e 23,047 (29%); 4,843 (6%); 16,399 (20%)
Inpatient Units: 35 (14 JHBMC; 21 JHH)
Ambulatory Clinics: 7
SNF Sites: 5



Tahle 1
Raseline characteristios of mmmunity population enrollsd in a multi-disciplinary health care collsbortion to improve resdmissions and hes]

Characteristic Priority Partners 1000 High-Risk Medicare 2000 High-Risk Patients
Patients % (n) % (n)

Age: Mean ( Range) 49 (19-64) 74 (23-100)

Ferrua e T (T2E) 6% (1.M8)

Medicaid Qualification Resson
Drsahality { 551) B3% (830) N/A
Tempaomny Akl to Nesdy Families (TANF) 17% (170) N/A
b+ Chronic Conditions J6% (3a1) B5% (173)
Congestive Heart Failire 42 (319) 41% (64))
Hypedipidemis 52% (521) 65% (1305)
Hypertension Bd% (B4]1) 2% (1846)
Peripheral Girculatory Disease 19% (127) 11% (213)
Dhia bee e 49% (491) 46% (95)
Rldney Dheass 28% (283) 55% (110c)
Tranaplant 2% () 4% (72)
Neuralogical Condition 2% (195) 4% (1287)
Chmnic Olstrictive Pulmonary Disesse 29% (291) 42% (636)
HIV/AIDS O%(90) 3% (67)
Anxiety, Neumses 15% (151) 18% (352)
Depmion 31% (314) 33% (654)
Bipolar Dhsesss 15% (151) % (167)
schimphrenia or Affectnve Pachoas B%(A) 8% (157)
Substance Abuss 45% (450) N/A
At least 1 hegpital sdmission in the last vear  47% (469) 57% (1137)




Care Coordination &) PRSHORS

ED

Outpatient
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Education: AHDP

Early Risk Interdis. *Red Flags : Provider
Screen Care *Self-Care DC Risk Handoff:
Planning *Medications Assessment «DC Sum

*Who to call *FU appt

Hospitalization
Adult

Admission

Personal Coach

Transition

Access



J-CHIP-B, aka “The B Teany s
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B = Behavioral Health (or B = Best)

The Impact
-Shorter life span
-Worse life quality
-25% higher costs

-Delay 20% of discharges
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Summary of Outcomes —
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NORC, external evaluator

OUTCOMES, Hospital Arm$§

$
H

Reduction in 90-day total cost of care (-
$1,115 per beneficiary-episode, Medicare)
Reduction in 90-day total cost of care (-
$4,987 per beneficiary-episode, Medicaid)

Increase in 90-day hospitalizations and
30-day readmissions and (11 and 14 per
1,000 beneficiary-episodes per quarter,
respectively, Medicare)

Decrease in 90-day ED visits (-134 per
1,000 beneficiary-episodes per quarter,
Medicaid); increases in 90-day
hospitalizations and 30-day readmissions
(53 and 26 per 1,000 beneficiary-episodes
per quarter, respectively, Medicaid)

Decrease in 7-day and 30-day practitioner
follow-up visits post-discharge (-41 and
-29 per 1,000 beneficiary-episodes per
quarter, respectively, Medicare)

Decrease in 30-day and 7-day practitioner
follow-up visits post-discharge (-70 and -
184 per 1,000 beneficiary-episodes per
quarter, respectively, Medicaid)

OUTCOMES, Community ArmS$8
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Reduction in total quarterly cost of care
(-$495 per beneficiary, Medicare)
Reduction in total quarterly cost of care
(-$1,756 per beneficiary, Medicaid)

Decrease in hospitalizations and ED
visits (-17 and -16 per 1,000 Medicare
beneficiaries per quarter, respectively)
Decrease in hospitalizations and ED
visits (-31 and -48 per 1,000 Medicaid
beneficiaries per quarter, respectively)

Decrease in avoidable hospitalizations
(-7 per 1,000 Medicaid beneficiaries per
quarter)

82% of respondents report that they
spoke with clinic staff about how to take
care of themselves

Most respondents report that they trust
their community health worker (CHW)
and would recommend their provider to
family and friends



Accomplishments ) JOHNS HOPKINS

e CMS Triple Aim achieved

— Better care for individuals
e Improvements in HCAHPS scores, high patient satisfaction among
community participants
— Better health for populations
e Acute: reductions in 30-day readmissions for Medicare and Medicaid
(internal evaluation)
e Community: reductions in ED visits for Medicare and Medicaid (internal
and external evaluations)
— Reductions in cost

e J-CHiP original project goals achieved
— Improve care coordination across the continuum, including behavioral
health integration across settings
— Recruit and hire innovative workforce

. . 11
— Realize cost savings



Accomplishments (cont’d) ) JOHNS HOPKINS

e Meaningful achievements in each of the six JHM
Strategic Priorities

e Fostered strong relationship with community-
based organizations

» Sisters Together and Reaching (STAR)
 Men and Families Center (MFC)

M*C

THE MEN &
FAMILIES
CENTER

2F2T Jaflerson Siroel
Haltercrn, Margdand 21
& D06 105368




Challenges @ PIETTS

e Patient and provider engagement

e Sustaining and expanding community
partnerships in East Baltimore

e Imperfect data collection
e Optimizing Epic for care coordination
e Evolving state and federal policy landscape
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influenced by J-CHiP?

e Johns Hopkins” ACO, Johns Hopkins Medicine
Alliance for Patients

e Baltimore City Regional Partnership

e JHH and JHBMC HSCRC Hospital Transformation
Strategic Goals

e Advantage MD (Medicare Advantage)
e JHM SNF Collaborative
e Others
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Incredible Talent and Teamwork
(including but not limited to...)
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Acute Care Community ~ ©OVer 100 newly hired
» Amy Deutschendorf . | inda Dunbar staff...
« Carol Sylvester . Ray Zollinger « Case _Managgrs
« Dan Brotman . Debra Hickman . Transmor_] Guides
e Eric Howell . Leon Purnell . \C/:Vomkmunlty Health
- Diane Lepley . - - OTKers
F)roject . Mar_y Mye_rs . $;%;?\Is\llgll<ard80n . E;g:gﬁggr; Pharmacy
Directors * Melissa Richardson . | indsay Hebert *  Neighborhood Navigators
* PaulRothman r Curtis Leung ...and many more!
« Patty Brown
* Scott Berkowitz SNE Behavior Research/Evaluation
Michele Bellantoni Kostas Lyketsos Eric Bass
Carol Sylvester Anita Everett Albert Wu
Chris Durso Laura Torres Shannon Murphy
Lisa Filbert Melissa Reuland Doug Hough
Denise Kelly Eric Strain Kevin Frick
Michael Larry Appel
Fingerhood Felicia Hill-Briggs

And Dr. Fred Brancati, of blessed memory.
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CMS Support @IS

e The project described was supported by Grant Number
1C1CMS331053 from the Department of Health and Human
Services, Centers for Medicare and Medicaid Services.

e The contents of this presentation are solely the responsibility of
the authors and do not necessarily represent the official views of
the U.S. Department of Health and Human Services or any of its
agencies.
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